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Leiter stresses significant data concerning improvement in disease-free survival (DFS) for melanoma patients following sentinel node biopsy (SLNB) compared with patients without SLNB. However, these figures lose significance if correlated to the nonimprovement of survival data. 1, 2 In our view this is the result of lead-time bias, the already known effect of cancer screening tests occurring when the asymptomatic period in the disease's natural history is disregarded.
SLNB does not improve survival. It merely shortens the detection time of eventual lymph node metastases, consequently prolonging DFS. There is no certainty concerning their progression. One potential bias in the SLN biopsy theory is that all positive SLNs inevitably progress to overt nodal disease if lymphadenectomy is not performed. However, strong evidence now indicates otherwise. Some micrometastases in the SLN, as in the case examined, are destined either for destruction by host-immune processes or for dormancy. [3] [4] [5] The importance of micrometastases is well known in oncology because micrometastases are present in other form of tumors. In breast cancer, for example, nodes less than 0.2 mm in diameter are staged as node negative because these micrometastases do not impact survival. 6 Therefore, we may not have the ability to predict which patient with microscopically node metastasis will develop clinical disease.
In the SLNB group, the ''metastases diagnosis'' is made when excising the melanoma in the asymptomatic period, clearly increasing DFS. The non-SLNB group has the same survival period, with shorter DFS because of certain clinical evidence of metastases. SLNB patients are not actually living longer but only discovering their disease earlier. SLNB does not provide extra years ''forward'' but extra years ''backward'' of disease. Patients are exposed to possible iatrogenic risks and adjuvant therapies whose undemonstrated efficacy may worsen their quality of life.
